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Abstract 

This  publication  seeks  to  give  the  reader  a  brief  introduction  to  a  model  of  health  care  that  has 
gained  increasing  importance  over  the  past  twenty  five  years,  especially  in  communities  that  were 
previously  underserved .  Community  and  migrant  health  centers  provide  comprehensive ,  primary 
health  care  services  to  local  community  residents  regardless  of  their  insurance  status  or  ability  to 
pay.  Through  the  inclusion  of  people  who  use  their  services  on  their  governing  boards  they  seek  to 
be  responsive  to  the  cultural  and  social  needs  of  their  patients  as  well  as  their  medical  needs.  A 
majority  of  community  and  migrant  health  centers  are  federally  subsidized. 

The  people  who  most  need  the  services  of  community  health  centers,  represent  some  of  the 
country's  most  vulnerable  populations.  They  are  mostly  poor;  many  have  special  problems  such  as 
homelessness  or  problems  with  substance  abuse;  and  most  of  them  live  in  areas  where  there  are 
few,  if  any,  health  care  alternatives.  A  great  many  are  children. 

This  publication  includes  the  results  of  the  1991  survey  conducted  for  the  National  Association 
of  Community  Health  Centers  by  Lewin/ICF. 
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A  Quick  History 


For  more  than  a  quarter  century, 
the  U.S.  government  has  quietly 
worked  with  local  community  people 
all  over  the  country  in  developing, 
implementing  and  refining  a  new 
model  of  health  care:  the  Community 
and  Migrant  Health  Centers.  In  1990 
a  system  of  547  organizations  served 
six  million  people  at  1400  service 
sites. 

Prior  to  the  establishment  of  the 
community  and  migrant  health 
centers,  their  patients  had  few  choices 
for  medical  care.  Many  of  them  lived 
in  communities  where  there  were  few, 
if  any,  medical  providers.  Financial 
barriers  kept  most  of  them  from 
seeking  preventive  care.  Hospital 
emergency  rooms  became  their 
“family  doctor”  (if  they  lived  near 
one)  when  they  got  sick.  Cultural 
barriers,  such  as  language  or  beliefs 
about  illness,  prevented  thousands 
from  getting  the  help  they  desperately 
needed. 

As  a  result,  when  the  nation’s 
resources  were  mobilized  during  the 
early  1960s  to  fight  the  War  on 
Poverty,  it  was  discovered  that  poor 
health  and  lack  of  basic  medical  care 
were  major  obstacles  to  educational 
and  job  training  progress  in  the  poor 
communities  where  this  War  was  to 
be  fought.  It  became  apparent  that 
children  who  had  never  seen  a  doctor 
or  who  had  never  been  immunized 
against  diseases  that  threatened  their 
health  were  not  candidates  for 
educational  achievement  or  sustained 
job  performance.  A  system  of 
preventive  and  comprehensive  medical 
care  had  to  be  added  to  the  struggle 
against  poverty. 

Through  the  creative  thinking  of 
two  New  England  physicians  and  the 
courageous  support  of  federal 
bureaucrats  in  the  Office  of 
Economic  Opportunity,  a  new  health 
care  model  for  poor  communities  was 
born  in  1965.  Three  years  earlier,  a 
small  program  with  similar  goals  had 
been  initiated  for  some  of  the  migrant 
farm  labor  population.  The  first  two 
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neighborhood  health  centers  opened 
in  Mound  Bayou,  in  rural  Mississippi, 
and  in  a  crowded  housing  project  in 
Boston.  In  1966,  an  amendment  to 
the  Economic  Opportunity  Act 
established  the  Comprehensive  Health 
Center  Program,  and  five  years  later 
a  total  of  150  health  centers  had  been 
established. 

Since  1975,  community  health 
centers  have  been  funded  under  Title 
III  Section  330  of  the  Public  Health 
Service  Act,  and  migrant  health 
centers  are  funded  under  Section  329. 
The  requirements  for  both  programs 
are  virtually  identical.  Each  year 
Congress  appropriates  the  funds 
which  are  then  administered  by  the 
Bureau  of  Health  Care  Delivery  and 
Assistance  of  the  Public  Health 


Service.  In  1990  community  and 
migrant  health  centers  received 
federal  grants  totaling  $547  million  in 
support  of  their  combined  budgets  of 
$1.3  billion. 

In  addition  to  the  547  federally 
funded  community  and  migrant 
health  centers,  there  are  also  a 
number  of  health  care  organizations 
that  are  very  much  like  the  Section 
330  and  Section  329  centers,  but 
which  are  not  federally  funded  and 
might  not  have  consumer  majority 
boards.  Since  1990  an  increasing 
number  have  been  designated  as 
Federally  Qualified  Health  Centers. 
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What  Is  A  Community  Or  Migrant  Health  Center? 


Centers  Are  A  “Private 
Sector’’  Alternative 

Although  community  and  migrant 
health  centers  have  a  broad  “public 
health”  perspective  on  many  health 
problems,  they  are  much  like  private 
medical  practices,  staffed  by 
physicians,  nurses,  and  other  health 
professionals.  They  differ  from 
private  medical  practices,  however,  by 
their  broader  range  of  services,  such 
as  social  service  and  health  education, 
and  by  their  management  structure. 
Health  centers  are  “owned”  by  the 
community  through  a  volunteer 
governing  board  composed  of  leaders 
and  residents  of  the  community  they 
serve.  They  function  as  non-profit 
businesses  with  professional 
managers,  purchase  goods  and 
services,  provide  employment,  and 
make  an  economic  impact  within 
their  community. 

Health  Centers  Guarantee 
Access  For  All 

Because  they  exist  to  serve  their 
communities,  community  and  migrant 
health  centers  are  committed  to 
seeking  out  and  combining  resources 
from  a  variety  of  sources  to  ensure 
that  access  to  primary  health  care 
services  is  made  available  to  all 
community  residents,  regardless  of 
their  financial  or  insurance  status. 
Patients  who  can  afford  to  pay  are 
expected  to  pay.  Medicare  and 
Medicaid  patients  are  always 
welcome.  And  insurance  companies 
are  billed  on  behalf  of  patients  with 
coverage.  The  centers’  Board  and 
staff  also  work  to  obtain  support 
from  other  sources,  such  as  govern¬ 
ment  and  foundation  grants,  to 
ensure  that  care  is  available  for  all 
patients  based  on  ability  to  pay. 

Federally  subsidized  health  centers 
must,  by  law,  serve  populations  that 
are  identified  by  the  Public  Health 
Service  as  medically  underserved. 


This  status  may  be  related  to  the  fact 
that  they  live  in  geographic  areas 
where  there  are  few  medical 
resources.  Poverty,  lack  of  health 
insurance,  and  special  needs,  such  as 
homelessness,  AIDS,  or  substance 
abuse  may  be  other  reasons  why 
people  are  recognized  as  medically 
underserved.  50  percent  of  health 
center  patients  have  neither  private 
nor  public  insurance. 

Health  Centers  Are  Clinically 
Effective 

Community  and  migrant  health 
centers  are  not  just  “health  care”  for 
episodic  or  second  class  care.  Rather, 
they  offer  a  “health  care  home”  for 
all  residents  of  an  underserved  area. 
Like  any  good  family  doctor’s  office, 
they  provide  ongoing  care  manage¬ 
ment  for  families  and  individuals 
through  all  life  stages.  Care  is 
provided  in  the  office  whenever 
possible;  physicians  are  on  the 
medical  staffs  of  their  local  hospitals; 
and  referrals  to  other  providers  are 
made  whenever  needed. 

•  Health  center  practices  are  staffed 
by  a  team  of  board  certified  or 
board  eligible  physicians, 
physician’s  assistants,  nurses, 
dentists,  social  workers  and  other 
health  professionals.  In  rural  areas, 
physicians  are  typically  family 
practitioners,  while  larger  urban 
centers  are  usually  staffed  with 
interdisciplinary  teams  of  internists, 
pediatricians,  and  obstetricians. 

•  Each  federally  subsidized  health 
center  prepares,  as  a  part  of  its 
annual  business  plan,  a  “health 
care  plan”  describing  the  specific 
health  care  needs  of  its  community 
and  the  specific  health  promotion 
or  other  interventions  it  will  under¬ 
take  in  order  to  impact  on  those 
health  problems.  These  planning 
efforts  have  led  centers  to  develop 
special  intervention  programs  for 


significant  health  care  needs  in 
their  community.  Some  centers 
have  developed  strong  obstetrical 
practices  to  fill  a  gap  in  their 
community  while  others  have 
provided  a  special  focus  for 
patients  with  diabetes,  or  hyper¬ 
tension  or  AIDS.  Many  centers 
have  developed  special  outreach 
programs  to  help  overcome  the 
cultural  and  language  barriers  faced 
by  people  who  speak  little  or  no 
English  in  obtaining  primary  health 
care  access. 

•  Dental  care  for  poor  patients  has 
increased  by  one  third  in  health 
center  communities.  Center  patients 
have  over  50  percent  higher 
immunization  rates  and  20  percent 
higher  Pap  smear  usage  and 
considerably  more  prenatal  care 
then  other  community  residents. 

Health  Centers  Are  Cost 
Effective  As  Well 

Because  of  their  commitment  to 
early  intervention  and  ongoing  care 
management,  community  health 
centers  are  able  to  keep  total  health 
care  costs  low  for  some  of  the  most 
clinically  vulnerable  residents  of  their 
communities. 

•  Numerous  national  studies  have 
indicated  that  the  kind  of  ongoing 
primary  care  management  provided 
by  community  health  centers  results 
in  significantly  lowered  costs  for 
inpatient  hospital  care  and  specialty 
care.  Because  illnesses  are  diag¬ 
nosed  and  treated  at  an  earlier 
stage,  more  expensive  care 
interventions  are  often  never 
needed.  Hospital  admission  rates 
have  been  found  to  be  22  to  67 
percent  lower  for  health  center 
patients  than  for  other  community 
residents. 

•  Because  indigent  patients  can  have 
a  regular  “medical  home”  at  the 
community  health  center,  expensive 
emergency  room  visits  for  episodic 
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The  Hough  Norwood  Family  Health  Care  Center  in  Cleveland,  Ohio. 


care  are  also  reduced.  Studies  have 
documented  that  health  centers 
have  reduced  emergency  room  use 
by  13  percent  overall  and  38 
percent  for  pediatric  care.  Health 
centers  maintain  an  “on  call” 
availability  for  their  patients  at 
night  and  during  weekends.  They 
are  there  to  meet  their  patients’ 
needs  around  the  clock. 

•  Because  of  the  ongoing  “family 
doctor”  relationship  established 
with  patients  by  health  center  staff, 
the  need  for  costly  “defensive 
medicine”  is  often  reduced.  A 
recent  New  York  Times  article 
indicated  that  community  health 
center  physicians  have  some  of  the 
lowest  medical  malpractice  loss 
ratios  in  the  nation. 

Health  Centers  Are  Committed 
To  Linkages  With  Other 
Community  Health  Resources 

In  order  to  maximize  limited 
resources,  these  private,  non-profit 
community  practices  have  developed 
linkages  with  local  health  depart¬ 
ments,  hospitals,  nursing  homes, 
pharmacists  and  others  to  ensure  that 
services  are  coordinated  whenever 
possible.  Although  all  services  may 
not  be  available  on-site,  the  health 
center  does  attempt  to  coordinate 
care  and  referrals  to  other  providers 
in  a  way  that  approximates  true  “one 
stop  caring”  for  its  community. 

But  The  Heart  Of  The  Health 
Center  Practice  Is  Always 
Community  Leadership  And 
Accountability! 

Health  centers  are  professional 
health  care  organizations  providing  a 
comprehensive  range  of  high  quality 
services  for  their  community.  But  the 
most  distinctive  feature  is  that 
community  health  centers  are 
developed  by,  run  by,  and  dedicated 
to  the  needs  of  their  own  community. 
Health  center  governing  boards  are 
composed  of  local  community  leaders 


and  residents  who  care  about  the 
primary  health  care  access  needs  of 
their  community  and  are  committed 
to  working  together  to  make  a 
difference.  Federally  funded  centers 
are  required  to  have  patients  as  a 
majority  of  the  governing  board 
members. 

Questions  are  sometimes  raised 
about  the  composition  of  health 
center  governing  boards.  It  is 
assumed  that  health  care  is  so 
specialized  that  non-health 
professionals,  let  alone  poor 
consumers,  cannot  possibly  contribute 
or  make  difficult  technical  decisions 
in  framing  program  policies,  services 
and  pricing.  However,  it  is  clear  that 
the  community  boards  have  been  a 
key  factor  in  keeping  the  centers 
responsive  to  their  patients  and 
accepted  by  them.  Increasingly, 
boards  are  now  making  use  of 
training  opportunities  through  their 


national  and  state  associations  to 
sharpen  their  skills  and  knowledge 
and  in  that  way  bring  additional 
resources  to  their  communities. 

The  empowerment  and  involvement 
of  local  citizens  in  planning  and 
governance  has  been  the  essential 
characteristic  that  has  made  it 
possible  for  community  health  centers 
to  make  a  real  difference  in 
underserved  communities.  Because  of 
their  commitment,  community  health 
centers  have  become  an  effective 
solution  for  primary  health  care 
access  in  many  of  our  nation’s 
communities.* 


*  Mickey  Goodson  of  the  Georgia  Association 
for  Primary  Care  contributed  a  major  portion 
of  this  chapter. 
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Who  Needs  Community  And  Migrant 
Health  Centers? 


Poor  and  medically  underserved 
Americans  today  face  great  unmet 
health  care  needs,  just  as  they  did  a 
carter  century  ago  when  the  health 
center  programs  were  first  authorized. 
Indeed,  in  some  cases  the  level  of 
need  has  escalated  due  to  elevated 
poverty,  the  emergence  of  health 
conditions  and  basic  public  health 
threats  that  were  unknown  a 
generation  ago  (or  the  re-emergence 
of  conditions  thought  to  have  been 
eliminated),  the  growing  number  of 
persons  with  severe  disabilities  who 
reside  in  community  settings,  and  the 
rising  number  of  frail  elderly  persons 
living  on  their  own. 

Many  face  regular  environmental 
and  occupational  risks  such  as 
hazards  of  lead  poisoning,  drug 
traffic,  and  inadequate  shelter. 
Unemployment  and  jobs  with  no 
health  benefits  are  common 
conditions.  As  in  earlier  days,  a  great 
number  are  at  a  medical  disadvantage 
simply  because  of  their  minority 
status  or  where  they  live. 

A. 

Uninsured  Low-Income 
Americans 

At  least  33  million  Americans  —  one- 
third  of  whom  are  children  and 
another  30  percent  who  are  women  of 
childbearing  age  —  have  no  health 
insurance.  Two-thirds  —  22  million 
—  have  incomes  below  $24,000  for  a 
family  of  four.  In  spite  of  the  link 
between  employment  and  health 
coverage,  employed  persons  and  their 
dependents  still  form  the  largest 
group  of  the  uninsured.  This  group 
comprises  more  than  three-quarters  of 
all  Americans  with  no  health 
coverage.  It  includes  mainly 
employees  of  small  firms,  low-wage 
earners,  part-time  workers,  the  self- 
employed,  workers  in  industries 
characterized  by  seasonal  and 
temporary  employment  and  by  less 
skilled  and  nonunionized  workers. 


Compared  to  persons  with  private 
or  public  insurance,  the  uninsured  are 
less  likely  to  have  a  regular  source  of 
care.  They  use  fewer  ambulatory  and 
hospital  services  and  they  report 
needing  medical  help  that  they  are 
unable  to  obtain.  Uninsured  children 
in  low-income  families  make  fewer 
visits  to  physicians  than  similar 
children  who  have  public  or  private 
insurance.  However,  despite  using 
fewer  services,  the  uninsured  often 
spend  as  much  or  more  out-of-pocket 
for  their  care.  For  those  who  have  no 
insurance  and  cannot  pay,  primary 
care  is  often  particularly  difficult  to 
obtain. 

The  uninsured  are  often  in  poorer 
health  than  those  with  health 
insurance.  One  recent  study  found 
that  infants  born  to  parents  without 
health  insurance  are  more  likely  to 
become  ill  or  die  than  those  born  to 
insured  parents.  An  important  factor 
in  this  difference  is  access  to  prenatal 
care.  One  in  five  uninsured  pregnant 
women  surveyed  in  1986  did  not  seek 
medical  care  early  in  her  pregnancy. 


B. 

Rural  Residents 

While  rural  residents  comprise  25 
percent  of  the  general  population, 
they  constitute  more  than  half  of  all 
Americans  living  in  designated  Health 
Professions  Shortage  Areas  (HPSAs). 
Despite  the  increasing  number  of 
physicians  in  the  U.S.,  many  sparsely 
populated  areas  still  have  no 
physician  coverage.  Current  reported 
statistics  indicate  that  rural  areas  have 
only  12  percent  of  all  U.S. 
physicians,  18  percent  of  the 
registered  nurses  and  14  percent  of 
the  pharmacists.  With  23  percent  of 
the  nation’s  population,  rural 
America  has  27  percent  of  the 
nation’s  poor;  yet  rural  areas 
consistently  lag  behind  the  national 
average  with  respect  to  public  funding 
of  health  care. 


Federal  per  capita  expenditures  for 
health  services  are  42  percent  lower 
for  rural  residents  than  the  U.S. 
average.  Because  rural  families  tend 
to  remain  intact,  and  thus  fail  to 
meet  qualification  requirements  for 
Aid  to  Families  with  Dependent 
Children  (AFDC),  more  than  75 
percent  of  rural  residents  below  the 
federal  poverty  level  do  not  qualify 
for  public  assistance,  including  public 
financing  programs.  Thus,  health 
problems  are  more  prevalent  among 
certain  groups  predominantly  found 
in  rural  areas.  These  problems  include 
higher  than  average  infant  mortality, 
infectious  disease  mortality, 
accidental  disability  and  lowered  life 
expectancy. 


c. 

Minority  Americans 

The  nation’s  more  than  60  million 
African  Americans,  Hispanics, 
Asian/Pacific  Islanders,  and  Native 
Americans  —  and  its  growing 
population  of  recent  immigrants  and 
refugees  from  Africa,  Asia,  the 
Caribbean  and  Latin  America  —  pose 
a  special  challenge  to  the  health  care 
system.  As  a  percentage  of  the 
American  population,  racial  and 
ethnic  minorities  will  increase  greatly 
over  the  next  25  years. 

Minority  Americans  are  dispropor¬ 
tionately  low-income.  When 
employed,  minorities  often  find 
themselves  working  in  occupations 
which  do  not  routinely  provide  health 
insurance  coverage.  For  example,  a 
recent  survey  in  Boston,  Massa¬ 
chusetts  found  that  27  percent  of 
Hispanics,  27  percent  of  Asians,  and 
19  percent  of  African  Americans 
lacked  insurance,  compared  with  12 
percent  of  whites.  In  addition, 
language  and  cultural  barriers  in 
many  health  care  institutions  prevent 
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access  to  care.  By  virtually  every 
measure  (life  expectancy,  death  rates, 
infant  mortality  rates  and  rates  of 
preventable  disease),  minority 
Americans  are  in  significantly  poorer 
health  than  white  Americans. 

Minority  Americans  face  seriously 
diminished  access  to  care.  Even  when 
insured  (and  insurance  coverage  is 
significantly  less  likely),  minority 
Americans  have  less  access  to  primary 
and  specialized  health  care  and  are 
substantially  more  reliant  on  hospital 
emergency  rooms  for  even  basic 
medical  care. 


D. 

Low-Income  Children 

In  the  wealthiest  nation  on  earth, 
one  in  five  children  under  age  18,  and 
nearly  one  in  two  Black  and  Latino 
children  were  poor  in  1989.  Children 
are  now  the  poorest  Americans  and 
among  the  most  likely  to  be  either 
completely  uninsured  or  completely 
dependent  on  public  sources  of  health 
insurance  such  as  Medicaid. 

•  Infant  mortality:  The  national 
infant  mortality  rate  placed  the 
U.S.  19th  among  nations  in  1988, 
while  its  African  American  rate, 
considered  alone,  placed  30th.  The 
U.S.  Public  Health  Service  reports 
that  because  of  widespread 
stagnation  in  improved  infant 
health,  the  nation  will  not  meet  its 
modest  goal  of  no  more  than  nine 
deaths  per  1,000  live  births. 

•  Infant  low  birthweight:  In  1988  one 
in  fourteen  infants  and  more  than 
one  in  eight  African  American 
infants  were  born  weighing  less 
than  5.5  pounds  at  birth.  Babies 
born  at  low  birthweight  are  40 
times  more  likely  to  die  in  the  first 
20  months  of  life  and  20  times 
more  likely  to  die  by  age  one. 


•  Pregnant  women  receiving 
inadequate  maternity  care:  The 
single  greatest  factor  in  improving 
infant  low  birthweight  is  compre¬ 
hensive,  early  and  continuous 
prenatal  care  for  all  pregnant 
women.  Yet  by  1988  a  smaller 
proportion  of  pregnant  women 
were  receiving  early  care  than  in 
1980.  Babies  born  to  rural  and 
inner  city  pregnant  women  were  the 
least  likely  to  have  mothers  who 
received  early  care. 

•  Preventable  infant  and  childhood 
deaths:  The  elevated  infant  and 
childhood  death  rates  in  the  U.S. 
to  a  large  degree  stem  from  causes 
that  are  preventable  with  early  and 
continuous  medical  care  and  family 
support.  In  1989  a  White  House 
Task  Force  on  infant  mortality 
estimated  that  10,000  of 
American’s  40,000  infant  deaths 
annually  could  be  prevented  simply 
by  expanding  programs  of  proven 
effectiveness  and  identified 
community  health  centers  as  such  a 
program. 


Pediatrician  Paulette  Jordan,  M.D. 
examines  a  patient  at  the  Brownsville 
Community  Health  Center  in  Brownsville, 
Texas. 


•  Childhood  disabilities:  The  same 
factors  that  lead  to  infant  deaths 
also  cause  severe  and  lifelong 
childhood  disabilities.  According  to 
the  White  House  Task  Force  on 
infant  mortality,  for  every  baby 
who  dies,  another  ten  are  left  with 
lifelong  disabilities;  as  many  as 
100,000  of  the  400,000  infants  left 
with  disabilities  each  year  could  be 
spared  through  basic  health  care. 

•  The  childhood  immunization  crisis: 
Millions  of  children  —  particularly 
poor  and  minority  infants  and 
toddlers  living  in  inner  cities  — 
have  not  been  immunized  against 
completely  preventable  childhood 
disease.  In  1990  there  were  more 
than  25,000  cases  of  measles  —  up 
an  astonishing  600  percent  from  the 
1983  number  of  1,497  cases.  In 
1990  a  greater  number  of  deaths 
occurred  from  measles  than  in  any 
year  since  1970. 

•  Teenage  pregnancy:  One  of  the 
gravest  consequences  of  entrenched 
childhood  poverty  and  the  low 
educational  achievement  that  all 
too  often  follows,  is  a  teenage 
pregnancy  rate  higher  than  that  of 
any  industrialized  nation. 

Regardless  of  income  level, 
American  teenage  women  are  far 
more  likely  to  become  pregnant 
than  young  women  in  other 
industrialized  nations. 


E. 

Migrant  Farmworkers 

The  nation’s  more  than  four  million 
migrant  and  seasonal  farm  workers 
share  all  of  the  health  problems  borne 
by  other  poor  populations, 
compounded  by  the  hazards 
associated  with  farm  work  (such  as 
environmental  dangers  and  injuries), 
and  the  barriers  to  health  care  created 
by  their  mobility.  Farm  workers  are 
most  often  found  in  rural,  under¬ 
served  communities  where  there  are 
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few  physicians  to  begin  with; 
typically,  those  physicians  already 
have  large  practices  and  are  unable  to 
cope  with  seasonal  influxes  of 
workers  whose  needs  go  well  beyond 
traditional  medical  care. 

F. 

Homeless  Persons 

Current  estimates  are  that  as  many 
as  two  million  Americans  are 
homeless  at  least  part  of  the  year. 
Families  with  children  make  up  one 
in  every  four  homeless  persons,  while 
minorities  are  two  to  four  times  more 
likely  to  be  among  the  homeless  than 
their  general  numbers  in  the 
population  would  indicate.  Thirty  to 
forty  percent  of  the  homeless  have 
alcohol  and  substance  abuse 
problems,  and  twenty-five  percent  are 
believed  to  have  mental  illnesses. 

G. 

Persons  With  AIDS 

A  decade  ago  AIDS  was  an 
unknown  disease.  Today  one  and  a 
half  million  persons  are  infected  with 
the  virus,  and  between  250,000  and 
350,000  active  AIDS  cases  are 
projected  by  1992.  The  number  of 
cases  transmitted  perinatally  is 
expected  to  grow  two  to  four  times 
over  the  next  three  years.  AIDS  has 
become  the  eighth  leading  cause  of 
death  among  women  of  childbearing 
age,  and  is  expected  to  rank  among 
the  top  five  causes  of  death  for  this 
population  in  1991. 


H. 

Persons  With  Drug  And 
Alcohol  Problems 

The  epidemic  of  drug  and  alcohol 
abuse  is  now  claiming  an 
unprecedented  number  of  families 
and  children.  There  are  more  than  six 
million  persons  who  abuse  either  one 
or  more  illicit  drugs,  and  there  is  a 
severe  shortage  of  comprehensive 
outpatient  primary  and  preventive 
health  programs  for  persons  with 
alcohol  and  drug  problems.  In  some 
major  American  cities,  as  many  as  50 
percent  of  all  births  at  inner  city 
hospitals  involve  infants  born  drug  or 
alcohol  exposed.  Estimates  of 
substance  abuse  in  rural  areas  also 
show  increases. 


I. 

The  Frail  Elderly 

In  1990  four  percent  of  the 
population  was  over  age  65.  By  the 
year  2000,  that  number  will  surpass 
13  percent.  Many  elderly  persons 
have  multiple  health  problems,  and 
one  in  five  has  a  compounding  or 
primary  mental  health  problem. 
Many,  particularly  the  nearly  six 
million  poor  elderly,  require  multiple 
health  and  primary  support  services. 
While  the  elderly  are  universally 
covered  by  Medicare,  the  program 
leaves  many  critical  services  virtually 
uncovered. 


With  the  rise  in  the  number  of  low-income  and  uninsured 
Americans,  study  after  study  has  confirmed  widespread  inequities 
in  access  to  care,  resulting  in  much  higher  rates  of  untreated 
preventable  illness  and  premature  deaths  than  among  the  general 
population.  Studies  of  hospitalization  patterns  in  major  American 
cities  have  found  that  poor  residents  are  25  to  40  times  more  likely 
than  other  residents  to  be  hospitalized  for  conditions  such  as 
hypertension,  diabetes  and  adult  asthma  that  could  have  been 
identified  and  treated  at  a  much  earlier  stage. 
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A  Sample  Selection  Of  Health  Centers 


The  Brownsville  Community 
Health  Center 

Brownsville,  Texas 

The  city  of  Brownsville  lies  on  the 
northern  bank  of  the  Rio  Grande 
River,  about  20  miles  inland  from 
where  the  river  empties  into  the  Gulf 
of  Mexico,  and  directly  across  the 
Rio  Grande  from  Matamoros,  its 
Mexican  urban  counterpart. 

For  years  Brownsville  had  a 
burgeoning  local  economy  based  on 
fishing  and  citrus  agriculture  that 
invited  considerable  population 
influx.  By  1986  the  population  had 
grown  to  almost  100,000.  However, 
environmental  adversities  have 
decimated  the  fishing  and  agricultural 
industries,  and  the  precipitous 
devaluation  of  the  Mexican  peso  has 
had  a  severe  negative  impact  on  the 
economy  of  this  border  city. 

The  Brownsville  Community 
Health  Center  traces  its  origins  to  the 
late  1940s,  when  a  group  of  local 
health  professionals  first  joined 
together  to  volunteer  medical  services 
to  the  economically-disadvantaged 
members  of  their  community,  with 
local  private  practice  physicians  each 
serving  for  one  hour  per  week.  In 
1977,  the  Brownsville  Community 
Health  Center  began  to  receive 
federal  funding,  and  its  was  then  able 
to  gain  the  full-time  services  of  U.S. 
Public  Health  Service  National 
Health  Service  Corps  (NHSC) 
physicians.  A  dental  clinic  was 
established  in  1980,  a  maternity 
center  in  1981 . 

The  Brownsville  Center  now  has 
three  clinic  sites,  13  primary  care 
physicians  and  mid-level  practitioners, 
as  well  as  a  nursing  staff;  in-house 
pharmacy.  X-ray,  and  laboratory 
services.  The  additional  requisite  out¬ 
reach,  social  service,  nutrition,  and 
administrative  personnel  enables  it  to 
carry  out  a  comprehensive  primary 
health  care  program. 


The  Brownsville  Community 
Health  Center’s  patient  population  is 
largely  female  (61%),  and 
predominately  young,  with  55  percent 
under  20  years  of  age.  The  current 
total  medical  patient  enrollment  is 
approximately  18,000,  with  over 
87,000  annual  patient  encounters. 


Northeast  Medical  Services  in  San 
Francisco,  California. 


The  Roxbury  Comprehensive 
Community  Health  Center 

Roxbury,  Massachusetts 

Located  only  10  miles  to  the 
southwest  of  the  Boston  Common, 
Roxbury  is  a  densely-populated 
township  in  the  Greater  Boston 
Metropolitan  area.  This  community 
has  borne  painful  witness  to  the 
poverty,  neglect,  and  unemployment 
that  have  plagued  the  inner  cities  of 
the  northeast  during  past  decades.  As 
in  many  other  poor  communities,  the 
health  center  has  become  a  major 
focus  of  positive  community  action, 
self-help,  and  hope. 

Founded  in  1969  as  one  of  the 
early  federally-funded  neighborhood 
health  projects,  the  Roxbury 
Comprehensive  Community  Health 
Center  has  endured  and  grown  to  the 
point  where  it  now  has  a  modern 
building,  two  clinic  sites,  10 
departments,  and  a  full  complement 
of  primary  care  physicians,  mid-level 
practitioners,  and  other  clinical  and 
administrative  personnel.  The  center 
renders  a  broad  spectrum  of  health 
and  social  services  to  the  surrounding 
community,  ranging  from  basic 
primary  care  to  home  health  care  for 
the  elderly. 

The  majority  of  Roxbury 
Comprehensive’s  patient  population  is 
children  and  adolescents  up  to  the  age 
of  20;  and  38  percent  of  the  female 
patients  are  of  child-bearing  age.  The 
total  number  of  enrolled  users  of 
medical  services  is  over  8,000,  with 
annual  medical  encounters  of 
approximately  40,000.  Total 
encounters  for  all  services  number 
almost  50,000. 
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Community  Health  Systems 
Beckley,  West  Virginia 

The  isolated  towns  of  southern 
West  Virginia  are  scattered  through 
the  narrow  valleys,  or  “hollers,”  of 
the  Appalachian  Mountains  and 
surrounded  by  the  striking  natural 
beauty  of  the  rugged  landscape. 
Populated  in  the  main  by  the 
descendants  of  Scots-Irish  and 
English  18th  century  immigrant 
settlers,  these  economically-marginal 
rural  communities  have  for  decades 
relied  for  their  livelihood  on  the 
mining  of  coal.  With  the  industry’s 
decline,  widespread  unemployment 
and  poverty  have  resulted.  But  local 
community  spirit  remains  strong. 

Federal  funding  to  create  southern 
West  Virginia’s  small,  local 
community  health  projects  was  first 
secured  in  the  early  1970s.  By  1980, 
sufficient  organizational  capability 
and  financial  resource  mobilization 
had  been  achieved  to  make  possible 
the  formation  of  a  network  of  four 
community-based  clinic  sites  in  the 
Beckley-Raleigh  bi-county  area. 
Today,  Community  Health  Systems 
has  six  primary  care  physicians,  four 
mid-level  practitioners,  one  clinical 
social  worker,  and  sufficient  other 
clinical  and  administrative  staff  and 
programs  to  meet  the  primary  health 
care  needs  of  the  area’s  communities. 

The  majority  (56%)  of  Community 
Health  Systems’  patient  population  is 
composed  of  children  under  the  age 
of  20;  and  30  percent  of  females  are 
of  child-bearing  age.  The  currently- 
enrolled  number  of  patients  is  over 
37,000  with  an  annual  total  of 
medical  encounters  of  approximately 
90,000. 
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The  Jackson-Hinds 
Comprehensive  Health  Center 

Jackson,  Mississippi 

The  African  American  community 
of  Jackson  somehow  survived  for 
many  years  without  professional 
medical  services.  It  survived,  but  did 
not  thrive.  In  the  1960s,  through 
vigorous  efforts  of  Black  leaders — 
including  physicians — backed  by  local 
citizens  and  the  Office  of  Economic 
Opportunity,  the  picture  began  to 
change.  Today,  a  community  long 
accustomed  to  living  in  enforced 
marginality  both  demands  more  and 
attains  more.  This  progress  is 
illustrated  by  the  development  of  the 
community’s  health  center. 

With  the  help  of  OEO  funding,  the 
Jackson  Hinds  Comprehensive  Health 
Center  opened  its  doors  in  1970, 
serving  both  the  urban  population  of 
south-central  Jackson  and  the  rural 
residents  of  adjacent  Hinds  County. 
The  clinical  staff  now  includes  1 1 
board-certified  or  board-eligible 
physicians  representing  all  of  the 
primary  care  disciplines,  as  well  as  a 
full  complement  of  mid-level 
practitioners,  nurses,  and  ancillary 
personnel.  The  clinical  management 
approach  is  inter-disciplinary,  and  all 
outreach  and  support  activities  are 
also  integrated  into  overall  health 
center  planning  and  programmatic 
functions. 

Almost  30  percent  of  Jackson- 
Hinds’  patients  are  under  the  age  of 
15  and  almost  70  percent  under  age 
45,  although  almost  one-fifth  are  65 
years  of  age  or  older.  The  health 
center  serves  almost  42,000,  with  an 
annual  number  of  encounters  of 
approximately  92,000. 


The  Hough  Norwood  Family 
Health  Care  Center 

Cleveland,  Ohio 

Like  many  other  northeastern 
cities,  Cleveland  experienced  severe 
economic  distress  in  the  later  1960s. 
The  declining  production  of  aging 
heavy  industry  plants  and  reduced 
urban  commerce  led  to  the  financial 
and  physical  erosion  of  the 
metropolitan  center,  with  the 
concomitant  features  of  middle  class 
migration  to  the  suburbs  and  the 
resulting  concentration  of  African 
Americans  in  a  deteriorating  inner 
city  characterized  by  high 
unemployment  and  social  distress. 
The  Hough  Norwood  neighborhood 
represented  one  such  hard-pressed 
inner  city  enclave. 

Out  of  concerted  community 
action,  and  with  the  assistance  of 
OEO  funding,  the  Hough  Norwood 
Family  Health  Care  Center  was  born 
in  1967.  It  opened  in  an  old  city 
building  shared  with  many  other 
municipal  departments.  By  1986  the 
health  center  was  based  in  a  new 
facility  and  had  expanded  to  include 
six  clinic  sites.  It  now  has  39  board- 
certified/board-eligible  primary  care 
physicians  and  a  full  complement  of 
mid-level  practitioners,  nurses,  and 
ancillary  personnel  providing  a 
comprehensive  range  of  preventive, 
diagnostic,  and  therapeutic  health 
care. 

Hough  Norwood’s  patient 
population  is  largely  female  (60%) 
and  predominantly  young,  with  42 
percent  under  20  years  of  age.  The 
current  total  medical  patient 
enrollment  is  approximately  70,000, 
with  over  215,000  annual  medical 
encounters. 
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La  Clinica  De  Los 
Campesinos,  Inc. 

Wild  Rose,  Wisconsin 

“Experience  the  Good  Life” 
proclaims  a  brochure  describing  the 
Central  Wisconsin  county  where  Wild 
Rose  is  located.  With  96  lakes  and 
151  miles  of  trout  streams,  it  presents 
a  picture  of  serenity.  It  is  also  a 
temporary  home  of  30  percent  of 
Wisconsin’s  migrant  farmworkers.  In 
its  almost  30  “hidden”  migrant 
camps  live  the  people  involved  in  the 
“stoop  labor”  of  cucumber  and 
pepper  crops. 

Twenty  years  ago  a  group  of 
concerned  citizens  organized  La 
Clinica  with  the  mission  of 
“providing  migrant  and  seasonal 
farmworkers  with  a  comprehensive 
program  of  primary  health  care 
responsive  to  their  distinct  culture 
and  migratory  way  of  life”.  To  this 
day  it  is  the  only  health  care  agency 
servicing  the  8,500  migrant 
farmworkers  in  Wisconsin. 

Family  Health/La  Clinica’s  medical 
and  dental  services  are  delivered  at 
various  sites:  at  the  health  center  in 
Wild  Rose,  at  migrant  camps  and 
schools  through  mobile  care  teams, 
and  by  private  physicians  and 
hospitals  through  a  voucher  program 
administered  by  La  Clinica.  The  Wild 
Rose  clinic  is  open  until  10  p.m. 
during  the  summer  months. 

Two  major  difficulties  continually 
challenge  the  organization: 
insufficient  funding  and  problems  of 
attracting  qualified  providers  and 
bilingual  support  staff,  particularly 
during  the  summer  months  when  the 
need  is  greatest. 

Of  La  Clinica’s  clients,  58%  are 
female  and  78%  are  under  the  age  of 
34.  The  current  annual  number  of 
users  is  2,700  with  about  5,700 
encounters. 


Northeast  Medical  Services 
San  Francisco,  California 

When  a  group  of  concerned  citizens 
organized  over  20  years  ago  in  San 
Francisco,  it  was  for  the  purpose  of 
developing  a  health  center  that  would 
respond  to  critical  health  problems 
associated  with  inner  city  poverty  and 
unemployment,  and  complicated  by  a 
lack  of  English  language  skills. 

Today,  serving  primarily  an  Asian 
population  including  many  new  Asian 
immigrants,  the  Northeast  Medical 
Services  (NEMS)  has  as  its  mission 
the  provision  of  accessible,  affordable 
bilingual  and  culturally  sensitive  care 
to  many  disadvantaged  in  San 
Francisco  and  Bay  Area. 

Contrary  to  general  perception, 
Asians  have  socio-economic  and 
health  problems  that,  unfortunately, 
are  often  not  reflected  in  national 
statistics,  either  because  the 
population  or  case  numbers  are  too 
small  or  because  Asians  are  not 
separated  out  as  a  group.  In  fact, 
Asians  in  San  Francisco  have  an 
unemployment  rate  higher  than  the 


average  city  rate;  have  comparatively 
high  rates  of  TB,  hepatitis  B,  and 
other  diseases;  and  more  often  work 
in  sweat  shops  earning  marginal 
wages. 

NEMS  has  owned  its  6  story 
building  since  1979  and  employs  over 
110  staff.  It  has  13  primary  and 
specialty  care  physicians,  an  on-site 
laboratory,  x-ray  and  pharmacy,  and 
offers  dental  services,  optometry, 
health  education,  nutrition  and  social 
services. 

Of  the  NEMS  patient  population  of 
28,000,  87  percent  speaks  little  or  no 
English.  Almost  20  percent  of  the 
population  is  over  65  years  of  age, 
and  27  percent  are  females  of  child 
bearing  age.  The  total  annual  number 
of  NEMS  encounters  is  about 
102,000. 


La  Clinica  De  Los  Campesinos,  Inc.  in  Wild  Rose,  Wisconsin. 
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EXHIBIT  1 

Distribution  Of  Community  And  Migrant  Health  Centers 


SOURCE:  Bureau  of  Health  Care  Delivery  and  Assistance,  1991 
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The  1991  Survey  Of 
Community  And  Migrant 
Health  Centers 

In  mid-1991  all  C/MHC  grantees  in 
the  United  States,  Puerto  Rico,  and 
Guam  received  a  mail  survey  designed 
to  collect  descriptive  information  on 
the  current  network’s  patient  popu¬ 
lation,  service  capacity,  and  various 
operational  issues.  By  September  1991 
approximately  48  percent  or  260 
grantees  had  responded. 

The  data  reported  here  include  45 
states,  the  District  of  Columbia, 
Puerto  Rico,  and  Guam.  There  were 
no  grantee  responses  from  five  states 
(Delaware,  Minnesota,  Montana, 
Nebraska,  and  North  Dakota). 
Response  rates  varied  from  state  to 
state. 

The  urban/rural  mix  of  the  survey 
population  is  similar  to  the  universe 
of  grantees.  Small  Centers  (those  with 
under  5,000  users)  are  somewhat 
under-represented  while  medium  and 
large  Centers  (between  5,000  and 
10,000  users,  and  over  10,000  users, 
respectively)  are  slightly  over¬ 
represented.  The  following  three 
sections  present  the  results  of  the 
survey: 

•  Section  I  provides  information  on 
the  utilization  of  health  Centers 
including  patient  characteristics  and 
health  needs  of  their  communities. 

•  Section  II  describes  the  services 
offered,  their  locations,  and 
provider  information. 

•  Section  III  identifies  issues  related 
to  access  to  services  including 
reasons  for  delay  in  receiving  care, 
estimates  of  need  for  providers, 
barriers  to  recruiting  them,  and 
financing  of  the  Centers. 

A  copy  of  the  survey  instrument  is 
available  from  NACHC. 


Community  And  Migrant  Health  Centers  Provide  Care 
For  Almost  6  Million  Americans 


Community  and  Migrant  Health 
Centers  have  22  million  patient 
encounters  annually.  The  populations 
served  represent  a  broad  spectrum  of 
users.  In  this  section,  we  explore 
characteristics  of  C/MHC  users 
including  their  ethnicity,  insurance 
status,  and  special  populations  served 
by  the  Centers.  We  then  examine  the 
most  urgent  community  health  needs 
as  identified  by  the  Centers. 

Ethnicity 

As  can  be  expected  from  their 
locations  in  inner  city  and  remote 
rural  areas,  C/MHCs  serve  dispro¬ 
portionately  large  numbers  of 


minorities.  C/MHC  patients  are  60.8 
percent  racial  or  ethnic  minorities, 
compared  to  26.3  percent  for  the 
nation’s  population  as  a  whole  (see 
Exhibit  2). 

Among  C/MHCs,  the  ethnic 
composition  of  patients  differs  by 
location.  (Exhibit  3).  The  percentage 
of  White/Non-Hispanic  patients  is 
much  higher  in  rural  Centers  (49.3%) 
than  in  urban  Centers  (29.9%).  In 
urban  Centers  African- 
American/Blacks  are  the  largest 
patient  group.  The  proportion  of 
Hispanic/Latino  patients  served  by 
C/MHC’s  is  approximately  the  same 
in  urban  and  rural  areas. 


EXHIBIT  2 

Ethnicity  Of  C/MHC  Patients: 
Comparison  With  Ethnicity  Of  U.S.  Population 
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Insurance  Status 

In  many  communities,  persons 
without  health  insurance  and  those 
covered  by  Medicaid  find  they  have 
limited  access  to  health  care 
providers.  For  many,  C/MHCs 
provide  their  only  source  of 
comprehensive  primary  care. 

Therefore  it  is  not  surprising  that 
almost  half  of  all  health  Center  users 
(43.7  percent)  are  uninsured.  Nor  is  it 
surprising  that  this  percentage  is  well 
above  estimates  of  the  uninsured  in 
this  country  (see  Exhibit  4).  While 
78.6  percent  of  the  U.S.  population 
has  some  private  insurance,  only  14.1 
percent  of  C/MHC  patients  do. 

C/MHCs  also  serve  many  of  those 
who  are  publicly  insured,  particularly 
in  communities  where  other  providers 
are  unwilling  to  accept  Medicaid 
beneficiaries.  As  shown  in  Exhibit  5, 
the  type  of  public  insurance  received 
by  C/MHC  patients  varies  by 
location.  Urban  Centers  serve  a  much 
higher  percentage  of  patients  with 
Prepaid  Medicaid  than  Centers  in 
rural  areas  (24.3  percent  compared  to 
11.2  percent).  This  is  expected  given 
that  managed  care  plans  are 
concentrated  in  urban  areas.  In 
addition,  patients  served  by  rural 
Centers  are  more  likely  to  have 
Medicare  coverage  than  urban 
patients;  rural  Medicare  patients  are 
both  proportionately  more  numerous 
and  also  more  likely  to  seek  care 
from  C/MHCs  since  they  have  more 
limited  access  to  alternative  providers. 


Special  Populations  Served  By 
Centers 

Health  Centers  provide  care  for  a 
number  of  special  population  groups 
that  are  targeted  for  care  due  to  their 
unique  needs.  These  groups  include 
the  unemployed,  substance  abusers, 
migrant  and/or  seasonal  farm¬ 
workers,  pregnant  women,  the 
homeless,  and  persons  who  are  HIV- 
infected  or  have  AIDS.  The 


unemployed  represent  the  largest 
special-population  group  (29.6 
percent),  migrant  and  seasonal 
farmworkers  (13.8  percent)  and 


pregnant  women  (7.4  percent).  The 
homeless  account  for  4.7  percent  and 
persons  with  HIV/AIDS  for  another 
2.3  percent  (see  Exhibit  6). 
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EXHIBIT  5 

Type  Of  Public  Insurance: 
Urban  And  Rural  C/MHC  Patients 


Urban 

Rural 

Total 

Non-Prepaid  Medicaid 

54.7% 

53.9% 

54.3% 

Prepaid  Medicaid 

24.3% 

11.2% 

18.3% 

Medicare  and  Medicaid 

7.0% 

12.1% 

9.4% 

Medicare 

14.0% 

22.8% 

18.0% 

TOTAL 

100.0% 

100.0% 

100.0% 

35  r- 


30 


«_  25 
CD 
to 
ZD 

O  20 

d) 

cn 

S« 

CD 

O 

S. 10 
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Percentage  Of  Special  Population  Patients 
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As  would  be  expected,  differences 
exist  among  Centers  in  the  types  of 
populations  served.  Among  rural 
Centers,  migrant  and  seasonal  farm¬ 
workers  comprise  19.8  percent  of 
total  users,  compared  to  only  3.5 
percent  of  urban  users.  Alcohol  and 
substance  abusers  are  a  greater 
proportion  of  urban  Center  patients 
(12.9  percent)  than  rural  patients  (9.1 
percent). 

Many  C/MHCs  serve  populations 
who  do  not  speak  English,  which 
presents  a  major  barrier  in  obtaining 
health  care  services,  in  communi¬ 
cating  one’s  health  problems  to  a 
provider,  and  in  understanding  the 
information  and  instructions  needed 
to  address  these  problems.  Centers 
report  that  patients  who  do  not  speak 
English  or  speak  limited  English 
represent  almost  20  percent  of  all 
C/MHC  patients  (see  Exhibit  7).  To 
provide  services  that  meet  the  needs 
of  non-English  speaking  patients, 
C/MHCs  employ  translators  and/or 
bilingual  staff. 

Bilingual  physicians  are  available  at 
63  percent  of  such  Centers,  and 
bilingual  nurses  at  54  percent  (Exhibit 
8).  Staff  of  urban  Centers  have 
greater  bilingual  capacity  than  rural 
Center  staff,  reflecting  the 
demographic  compositions  of  their 
target  populations. 


EXHIBIT  7 

Percentage  Of  Patients  Who  Speak  Limited  Or  No  English 
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Bilingual  Capacity  Of  Center  Staffs 
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Most  Urgent  Health  Needs  In 
C/MHC  Communities 

As  the  primary  health  care  provider 
for  many  of  the  underserved  in  their 
target  communities,  C/MHCs  face  an 
array  of  critical  health  problems. 
Approximately  70  percent  of  all 
Centers  reported  that  teen  pregnancy 
is  the  most  urgent  health  need  in  their 
communities.  Substance  abuse  and 
infant  mortality  were  identified  as 
most  urgent  by  over  40  percent  of 
Centers  (Exhibit  9). 

Urban  and  rural  Centers  identify 
somewhat  different  health  needs  as 
the  most  urgent,  reflecting  differences 
in  urban  and  rural  problems.  Urban 
Centers,  for  example,  are  much  more 
likely  to  name  substance  abuse,  AIDS 
prevention  and  treatment,  and  non¬ 
family  violence  as  most  urgent  needs. 
Such  needs  indicate  the  problem  of 
substance  abuse  in  urban  areas. 
Obesity/nutrition,  long-term  care, 
and  unintentional  injuries,  on  the 
other  hand,  are  more  commonly 
identified  as  urgent  needs  by  rural 
Centers.  The  needs  of  rural  Centers 
reflect  the  older  population  in  rural 
areas,  as  well  as  the  nature  of 
employment. 

C/MHCs  Offer 
Comprehensive  Preventive 
And  Primary  Care  To 
Their  Patients 

C/MHCs  are  required  by  law  to 
provide  certain  services,  including 
primary  care  provider  services, 
diagnostic  lab  and  X-ray,  preventive 
health,  preventive  dental,  pharmacy, 
emergency,  transportation,  and  case 
management.  Centers  may  choose  to 
provide  other  supplemental  services 
which  enhance  these  primary  services 
and  expand  into  other  health  and 
related  services.  Supplemental  services 
include  disease  screening  and  control, 
restorative  dental,  environmental 
health,  promotion  of  appropriate  use 
of  services,  health  education,  social 


services,  mental  health,  and  substance 
abuse. 

Centers  may  provide  these  services 
directly  at  their  various  clinical 
facilities  or  indirectly  through 
arrangements  with  other  providers. 


All  Centers  provide  primary  care  and 
preventive  health  services  directly, 
and  most  also  directly  perform  health 
education,  disease  screening  and 
control,  and  case  management 
services  (Exhibit  10).  Services 
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Services  Generally  Provided  Directly  By  C/MHCs 
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commonly  provided  by  arrangement 
with  other  providers  include  mental 
health  and  substance  abuse  treatment 
(see  Exhibit  11). 

The  types  of  services  provided 
directly  differ  between  urban  and 
rural  Centers.  Urban  Centers  are 
more  likely  to  offer  preventive  dental, 
case  management,  restorative  dental, 
social  services,  mental  health,  and 
substance  abuse  directly;  rural 
Centers  are  more  likely  to  provide 
emergency  and  environmental  health 
services  directly  than  are  their  urban 
counterparts. 

We  also  asked  C/MHCs  if  they 
provided  any  of  the  following  services 
directly:  blood  lead  screening, 
childhood  immunizations,  develop¬ 
mental  assessments,  hearing 
examinations,  and  directly  dispensing 
food  and  vouchers  for  the  Women, 
Infants,  and  Children’s  nutrition 
program  (WIC).  Almost  all  Centers, 

93  percent,  provided  childhood 
immunizations,  while  blood  lead 
screening  and  WIC  were  provided  by 
about  50  percent  of  all  Centers 
(Exhibit  12).  Urban  Centers  are  more 
likely  (63  percent)  to  offer  WIC 
services  directly  than  are  rural 
Centers  (42  percent);  in  the  latter  case 
local  departments  of  health  are  more 
likely  to  be  the  major  WIC  providers. 
Nearly  60  percent  of  all  C/MHCs 
conduct  WIC  screening  on-site  and  52 
percent  have  WIC  staff  on-site. 

In  addition  to  WIC,  we  also  asked 
Centers  about  their  relationship  with 
the  local  health  department,  since  the 
coordination  with  other  agencies  is 
critical  to  prevent  duplication  of 
services  and  assure  effective  use  of 
limited  resources.  Almost  three-fourths 
of  all  Centers  receive  vaccines  from 
the  health  department.  Nearly  half  of 
all  C/MHCs  have  formal  arrange¬ 
ments  for  referrals  with  local  health 
departments.  Rural  Centers  are  more 
likely  to  maintain  such  a  relationship, 
since  they  are  less  likely  to  provide  all 
services  on-site;  this  reflects  the  more 
limited  health  and  social  service 
infrastructure  existing  in  rural  areas. 
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Services  Generally  Provided  By  Arrangement 
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EXHIBIT  12 

Preventive  Services  Provided  Directly  By  C/MHCs 

Urban 

Rural 

Total 

Blood  Lead  Screening 

59.4% 

44.7% 

50.2% 

Childhood  Immunizations 

95.8% 

91.8% 

93.3% 

Development  Assessments 

83.3% 

76.1% 

78.8% 

Hearing  Examinations 

82.3% 

75.5% 

78.0% 

WIC  (disperse  vouchers  and  food) 

63.5% 

42.1% 

50.2% 

EXHIBIT  13 

Relationship  With  WIC  [%  Of  C/MHCs] 
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Staffing 

Center  staff  includes  physicians, 
mid-level  practitioners,  and  dentists. 
On  average  Centers  employ  5.87  full 
time  equivalent  (FTE)  physicians, 

2.21  FTE  mid-level  practitioners 
(nurse  practitioners,  nurse  midwives, 
and  physician  assistants),  and  1.07 
FTE  dentists  (see  Exhibit  15). 
However,  sizes  and  types  of  staff 
differ  widely,  reflecting  in  part 
differences  in  the  size  of  the 
population  being  served,  their 
characteristics,  and  resources 
available.  Given  the  array  of  services 
provided  by  C/MHCs,  Center  staff 
includes  physicians  and  other  medical 
staff  as  well  as  other  health  care 
providers  and  providers  of  related 
services. 

For  the  most  part,  C/MHC 
medical  staffs  are  comprised  of 
primary  care  physicians2  with  a 
limited  number  of  Centers  also 
including  various  other  specialists. 
When  specialty  services  are  needed 
that  cannot  be  met  by  Center 
physicians,  Centers  make  referrals  to 
other  providers. 

Centers  employ  an  average  of  2.77 
FTE  family  and  general  practitioners. 
This  number  is  slightly  higher  among 
rural  Centers,  since  rural  Centers  rely 
more  heavily  on  family  physicians 
who  are  trained  to  care  for  both 
children  and  adults.  Centers  have  an 
average  of  1.35  FTE  internists  and 
1.27  FTE  pediatricians. 

More  than  half  of  the  Centers 
employ  dentists,  registered  and 
licensed  practical  nurses,  medical, 
laboratory  and  x-ray  technicians,  and 
nurse  practitioners.  As  might  be 
expected  by  their  larger  sized 
populations  and  staff,  urban  Centers 
are  more  likely  to  employ  a  wide 
array  of  professional  staff  including 
social  workers,  health  educators,  and 
outreach  workers.  Outreach  workers, 
sometimes  called  family  health 
workers  or  community  health 
workers,  are  usually  area  residents 
who  have  been  trained  to  identify 


high-risk  potential  patients,  to  help 
them  access  the  health  care  system,  to 
follow  up  with  referrals  for  additional 
medical  and  social  services,  and  to 
provide  basic  health  education.  This 


Unfortunately,  many  Community 
and  Migrant  Health  Centers  are  not 
able  to  meet  the  current  and 
estimated  future  needs  for  their 
services.  Difficulties  in  both 
maintaining  current  capacity  and 
expanding  to  serve  currently  unmet 
needs  are  due  to  physician  and  other 
health  professional  shortages, 
recruiting  problems,  physical 
capacity,  and  constraints  due  to 
limited  financial  resources.  This 
section  explores  some  of  these  issues 
including  estimates  of  need  for 
physicians,  difficulties  in  recruiting, 
and  reasons  for  delays  in  patients 
obtaining  services. 

Due  to  the  C/MHCs’  limited 
resources,  both  new  and  current 
patients  may  experience  delays  in 
obtaining  appointments  to  see  a 


reflects,  in  part,  the  higher  percent  of 
special  populations  seen  in  these 
Centers  and  the  greater  urgency  of 
such  health  needs  as  infant  mortality, 
substance  abuse,  and  family  violence. 


health  care  provider.  While 
approximately  one-third  of  all 
Centers  report  that  a  new  patient  can 
obtain  a  first  prenatal  appointment 
within  one  week,  another  17  percent 
(rural)  and  29  percent  (urban)  report 
waiting  periods  of  three  weeks  or 
longer.  About  two  percent  of  rural 
Centers  and  five  percent  of  urban 
Centers  have  had  to  close  their  doors 
to  new  obstetrical  patients.  Even 
more  alarming  is  the  fact  that  18 
percent  of  rural  Centers  do  not  offer 
obstetrics,  in  large  part  because 
physicians  performing  obstetrics  are 
reluctant  to  locate  in  rural  areas. 


2Family  and  general  practitioners,  pediatricians, 
general  internists,  and  obstetricians. 


EXHIBIT  14 


Relationship  With  Health  Departments 

Urban 
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1990  C/MHC  Providers  On  Staff 
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For  a  new  child  patient’s  first 
pediatric  visit,  about  50  percent  of  all 
Centers  report  a  waiting  time  of  less 
than  one  week,  and  another  30 
percent  report  a  wait  of  less  than  two 
weeks  (Exhibit  16).  Unfortunately,  8 
percent  of  rural  children  and  18 
percent  of  urban  children  must  wait 
more  than  three  weeks;  some  2 
percent  of  all  Centers  must  turn  away 
all  new  child  patients. 

The  primary  reason  for  the  delays 
is  an  insufficient  number  of  providers 
(see  Exhibit  18)  to  meet  the  need:  43 
percent  of  all  Centers  reported  that 
the  lack  of  providers  was  the  primary 
reason  for  delays.  This  was  cited  as 
the  primary  reason  for  both  obstetrics 
and  pediatric  visits  with  waiting  times 
of  three  weeks  or  more.  Physical 
capacity  is  the  second  most  common 
reason  (38  percent),  followed  by 
financial  capacity  (12  percent).  Rural 
Centers  are  more  likely  to  cite  an 
insufficient  number  of  providers  as 
the  major  reason  for  delay.  Physical 
capacity  is  a  greater  problem  for 
urban  Centers  than  rural  ones. 

Most  Centers  need  additional 
providers  to  meet  the  need  for  their 
services.  Centers  report  the  greatest 
need  for  physicians,  with  an  average 
vacancy  (current  and  anticipated)  of 
1.5  FTE  physicians  (see  Exhibit  19). 
The  average  number  of  vacancies  for 
mid-level  practitioners  is  0.49  FTE, 
and  0.14  FTE  dentists. 

Estimates  of  the  shortage  of 
providers  and  the  delay  in  the 
provision  of  services  suggest  the  need 
to  recruit  more  providers. 

Recruitment  of  providers,  particularly 
physicians,  has  been  a  major  issue  for 
C/MHCs  since  the  reduction  in  the 
availabilty  of  National  Health  Service 
Corps  physicians  during  the  1980s. 


EXHIBIT  16 

Waiting  Time  For  An  Obstetric  Appointment:  New  Patient 
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EXHIBIT  17 

Waiting  Time  For  First  Pediatric  Visit:  New  Patient 
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Centers  report  the  greatest  degree 
of  difficulty  in  recruiting  family 
practice  physicians  and  OB/GYN, 
followed  by  nurse  practitioners  and 
registered  nurses  (see  Exhibit  20). 
Filling  the  positions  of  OB/GYN  and 
nurse  practitioners  present  particular 
problems  for  urban  Centers. 

Difficulties  in  recruiting  reflect 
non-competitive  compensation 
packages,  the  practice  environment, 
and  general  shortages  of  primary  care 
practitioners.  Many  potential  staff  are 
dissuaded  by  inadequate  facilities, 
long  hours,  and  high-risk  patients. 

For  rural  Centers,  the  isolation 
associated  with  their  location  creates 
an  additional  difficulty.  The  rural 
location  represents  isolation  from 
other  medical  professionals,  long 
distances  from  hospital  facilities, 
inadequate  education  for  children, 
and  lack  of  job  opportunities  for 
spouses. 

The  major  reasons  Centers  cited 
for  recruiting  difficulties  are  salaries 
(78  percent),  shortages  in  the 
profession  (64  percent),  and  location 
(54  percent).  Salaries  are  the  largest 
factor  for  urban  Center  recruiting 
difficulties,  while  location  presents 
the  greatest  problem  for  rural  and 
smaller  Centers.  Urban  Centers  also 
have  recruiting  problems  related  to 
the  nature  of  their  practices;  this 
partly  reflects  urban  competition 
from  other  physician-employers  such 
as  health  maintenance  organizations 
(see  Exhibit  21). 


EXHIBIT  19 

Current  And  Anticipated  Vacancies 
[In  Full-Time  Equivalents  Per  Center] 


Provider 

Urban 

Rural 

Total 

Physicians 

1.9 

1.3 

1.5 

Mid-Level  Practitioners 

0.6 

0.4 

0.5 

Dentists 

0.1 

0.1 

0.1 

[Note:  The  higher  number  of  physician  vacancies  for  urban  Centers  partly  reflects  their  larger 
size.] 


EXHIBIT  20 

Most  Difficulty  In  Filling  Positions 
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EXHIBIT  21 

Reasons  For  Recruiting  Difficulties 


Urban 

Rural 

Total 

Shortages  in  the  Profession 

67% 

63% 

64% 

Salaries 

85% 

74% 

78% 

Other  Compensation  Issues 

31% 

29% 

30% 

Nature  of  Practice 

52% 

31% 

39% 

Location 

33% 

67% 

54% 
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C/MHCs  Leverage  Other  Resources  Or  Sources  Of  Funding 


Clearly,  the  direct  grant  funds 
available  through  the  C/MHC 
programs  are  inadequate  to  meet  the 
needs  of  all  medically  underserved 
persons  in  the  United  States.  In 
recognition  of  the  need  to  leverage 
more  resources,  the  Congress  has 
required  C/MHCs  to  bill  third 
parties,  such  as  Medicaid  and  private 
insurers,  for  care  provided  to  their 
beneficiaries.  Moreover,  C/MHCs 
seek  and  obtain  other  federal,  state, 
local,  and  private  sector  grants  and 
contracts  to  help  pay  their  way. 
Between  the  calendar  years  1987  and 
1990,  C/MHCs  increased  their 
Medicaid  revenues  by  71  percent  and 
other  fee-for-service  revenues  by  25 
percent. 

In  an  effort  to  increase  Medicaid 
revenues,  many  Centers  perform 
much  of  the  enrollment  process  on¬ 
site.  Almost  half  of  all  C/MHCs 
initiate  Medicaid  applications  on-site 
and  30  percent  make  eligibility 
determinations  on-site  (see  Exhibit 
22).  Urban  Centers  perform  more 
eligibility  and  enrollment  functions 
on-site  than  rural  Centers.  This  is  not 
surprising  as  Medicaid  eligibility 
workers  are  generally  more  numerous 
in  urban  areas. 


Much  of  the  increase  in  Medicaid  is 
from  improved  Medicaid  eligibility 
requirements  for  pregnant  women 
and  children.  From  1991  on,  we 
should  see  even  greater  leveraging  as 
the  result  of  the  Federally  Qualified 
Health  Center  (FQHC)  calculation  of 
Medicare/Medicaid  rates  for 
C/MHCs  on  a  reasonable  cost  basis. 

Most  Centers  reported  that  they 
plan  to  use  their  increased  revenues 


from  FQHC  to  expand  the  number  of 
people  served  (54  percent)  or  expand 
the  scope  of  services  provided  (44 
percent).  Another  23  percent  plan  to 
develop  satellites  in  new  service  areas. 
Urban  Centers  are  more  likely  to 
expand  the  number  of  people  served, 
while  rural  Centers  would  use  these 
resources  to  expand  the  scope  of 
services  provided. 


EXHIBIT  22 

Relationship  With  Medicaid  [%  Of  C/MHCs] 

Urban 

Rural 

Total 

Applications  Initiated  On-Site 

61.7<>7o 

37.3% 

46.3% 

Applications  Completed  On-Site 

34.0% 

18.0% 

23.9% 

Eligibility  Determined  On-Site 

40.4% 

24.2% 

30.2% 

State/County  Workers  Co-Located 

23.4% 

21.7% 

22.4% 
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THE  NATIONAL  ASSOCIATION  OF 
COMMUNITY  HEALTH  CENTERS 


The  National  Association  of  Community  Health  Centers  (NACHC)  is  a 
non-profit  organization  with  a  dual  mission: 

1)  to  represent  the  interests  of  community  and  migrant  health 
centers  and  homeless  health  care  programs  and 

2)  to  serve  as  an  information  source  concerning  issues  of  health 
care  for  poor  and  medically  underserved  populations  in  the  U.S. 

Founded  in  1971,  NACHC  counts  among  its  members  the  majority  of 
federally  funded  community  and  migrant  health  centers  and  a  great 
many  programs  funded  under  the  McKinney  Healthcare  for  the 
Homeless  Act.  The  NACHC  membership  also  includes  federally 
qualified  health  centers  and  community  based  health  care  programs  that 
are  funded  in  a  variety  of  other  ways. 

NACHC  serves  its  constituency  in  many  ways.  In  addition  to  keeping  its 
members  informed  on  policies  and  regulations  related  to  their  programs, 
NACHC  assists  with  specific  problem  solving,  staff  training,  and 
identification  of  possible  resources.  Through  its  conferences,  NACHC 
enables  its  members  and  others  involved  with  community  based  primary 
care  issues  to  share  information  and  experiences  and  to  seek  for 
solutions  to  common  problems. 

Through  their  participation  in  NACHC,  community  based  primary  care 
programs  advocate  for  the  needs  of  their  patients  while  developing 
support  networks  that  encourage  their  continual  striving  for  personal 
and  organizational  excellence. 
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